Editorial: Are we ready for the rising silent epidemic of metabolic syndrome and chronic non-communicable disease in Ethiopia? by Belachew, T
Are we Ready for Raising Silent Epidemic …                                                   Tefera B.        1
EDITORIAL 
 
ARE WE READY FOR THE RISING SILENT EPIDEMIC OF METABOLIC SYNDROME AND 
CHRONIC NON-COMMUNICABLE DISEASE IN ETHIOPIA? 
 
Prof. Tefera Belachew (MD, MSc, DLSHTM, PhD), Associate Editor 
 
Since recently, the burden of metabolic syndrome 
(MetS) and chronic non-communicable diseases 
(CNCDs) is emerging alarmingly in low income 
countries. Metabolic syndrome is defined as the 
presence of three or more of the following 
components: central obesity, hypertension, 
hypertriglyceridemia, impaired fasting blood 
glucose level and low level of high-density 
lipoprotein (HDL).  This has led to an increase in 
the global prevalence of chronic non-communicable 
diseases, with the majority of the growth occurring 
in developing countries (2). The most important risk 
factors include: smoking, severe stress related 
problems of poverty, increasing urbanization, 
westernization of lifestyle including unhealthy diet 
and physical inactivity (3).  Due to these factors and 
the effect of globalization, over nutrition increasing 
on top of the already high prevalence of under 
nutrition leading to a double burden of diseases in 
sub-Saharan Africa(SSA) (4).  In SSA, although 
infectious diseases cause the majority of mortality 
(69%); while CNCDs contribute around one fourth 
of deaths (5), this scenario is changing as the region 
is undergoing an epidemiological transition with a 
rapidly increasing burden of mortality and 
morbidity from CNCDs. It is projected that in 2030, 
CNCDs will surpass infectious diseases in SSA (2).  
The impact double burden of morbidities in SSA is 
likely to be far-reaching. As the prevalence of 
CNCDs is increasing, the interface between CNCDs 
and infectious diseases is becoming apparent 
demanding for intervention strategies that can 
address both problems.  For instance, an increasing 
prevalence of diabetes may interfere with 
tuberculosis control program, increasing the number 
of susceptible individuals in populations where 
tuberculosis is endemic, making successful 
treatment challenging (4). On the other hand, the 
high prevalence of HIV infection in developing 
countries and concomitant anti-retroviral therapy is 
associated with an upsurge of metabolic syndrome 
(6). 
Evidences show that Ethiopia the burden of 
metabolic syndrome and mortality from CNCDs 
that are linked to life styles changes is increasing.  
In Addis Ababa, the prevalence of MetS was 14.0% 
in men and 24.0% in women (7). This situation is 
even worst among people leaving with HIV/AIDS 
with the prevalence of MetS being 25% in the ART 
groups compared to 22% in ART naïve group (8). 
Individual components of MetS are also prevalent 
among an apparently healthy working population in 
Ethiopia (9-10).  The overall prevalence of diabetes 
was 6.5%, while it was 6.4% and 6.6% among men 
and women, respectively (10). Similarly, 31.5% of 
men and 28.9% of women in Ethiopia had high 
blood pressure which may imply a “silent 
epidemic” of CNCDs in this population (11).  
A study in Addis Ababa also showed that 
that 51% of adult deaths were attributed to CNCDs 
(12). This high prevalence of hypertension, diabetes 
and mortality from CNCDs reported corroborates 
the evidence that Ethiopia is facing the pattern of 
disease burden observed in other Sub-Saharan 
African countries. This is an expected trend in 
countries that are under economic transition as we 
can learn from the history of other countries. These 
findings imply the need for evidence-based health 
promotion and disease prevention programs 
directed towards the screening, diagnosis and 
management of MetS and its components among 
Ethiopian adults (9).  
However, what makes the Ethiopian case 
different is the fact that there has been high toll of 
childhood malnutrition (13) which can potentially 
amplify the emergence of more cases with 
metabolic syndrome and CNCDs.  It has been 
evident that early childhood malnutrition is 
associated with CNCDs later in life (14). Therefore, 
Ethiopia has to prepare more in this regard to 
withstand the potential emergence of epidemics of 
CNCDs as the economy is progressing.  One of the 
ways of preventing this problem is using a 
combination of high risk approach and general 
approaches. Implementation of the high risk 
approach requires development of sensitive and 
simple indicators for screening the risk of metabolic 
syndrome and chronic non communicable diseases.  
Anthropometric indicators are easy, simple and 
affordable tools that can be used for screening 
metabolic syndrome and the risk of chronic non-
communicable diseases in this context (15). The 
2                               Ethiop J Health Sci.                               Vol. 24, No. 1 January 2014 
 
feasibility and face validity of using simple 
measures of central and overall adiposity in 
identifying CVD risk in resource-poor settings has 
been documented (16). However, it has been well 
understood that the international anthropometric 
cut-offs for detection of body fatness and risk of 
metabolic syndrome are not appropriate for 
Ethiopians and some Asian countries (17).  Because 
of slender body frame, Ethiopians have higher body 
fat at a relatively low body Mass Index compared 
with a Caucasians or black person from another 
country (17). It has been suggested that the cut-off 
points for anthropometric measures of body fatness 
be developed for specific population. Development 
of public health interventions needs knowledge of 
an appropriate level of anthropometric indicators for 
educating the public.  
Therefore, validation of the diagnostic 
utility of anthropometric indices and development 
of indicators based on locally driven cut-off values 
and calibration of their diagnostic performance is 
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